Titanium prostheses for femoral head replacement had been in use for the past twelve months and had given satisfaction. The patient started gentle weight-bearing with crutches twelve to fourteen days after operation when the wound was soundly healed.
ARTHRODESIS of the wrist is carried out in children so that splints may be removed, tendon transfers carried out and the patients may become adapted to the stiff joint early in life.
There are three reasons why this may not be frequently done. Firstly it may be difficult to achieve, secondly it may interfere with growth, and thirdly deformity may recur in growing bone. Ir. series of 11 cases 9 have fused satisfactorily suggesting that this is not difficult to achieve. It should be recognized that the affected wrist is likely to be smaller due to the disease process. Provided that the central epiphysis and its blood supply remain intact it is likely that growth will continue. So far as is known, the carpal bones grow by concentric rings of bone being laid down around a central epiphysis. This epiphysis is supplied by a single vessel which probably enters the bone from the anterior surface.
The technique used has been to remove all the articular cartilage from the carpal bones and the distal surface of the radial epiphysis. This spares the central epiphysis and since the anterior surface is not touched the blood supply remains intact. No bone is added and the wrists are put in plaster for three to four months.
One patient remained unfused in both wrists, possibly due to immaturity of the bone as the patient was only 5 years old, or to lack of compression. There was almost complete paralysis in both wrists and fingers.
Comparable X-rays taken immediately following operation and at follow-up show that in all cases the width and thickness of the fused mass has increased. In 50% of the cases the length, however, has decreased suggesting that this was due to muscle pull producing compression.
There is no doubt, therefore, that satisfactory fusion can be obtained and that growth will occur following this. Provided adequate muscle balance is obtained, no deformity will recur in the growing bone.
Morbidity in Bone Donor Sites
By H. HARROp-GRIFFITHS, F.R.C.S. 53 patients who have had autogenous bone grafts carried out were reviewed to determine whether there were late disabilities at the donor sites. The ilium had been used in 25 cases and the tibia in 28.
In 3 cases the posterior part of the crest of the ilium was used. The incisions were along the line of the cutaneous nerves and there were no symptoms referable to the skin. There was no appreciable bone defect; the area was well covered by muscle and fat.
In 22 cases where the anterior crest was used, the incision was along the crest and had avoided the cutaneous nerves. In 7 cases where the outer table only had been used, 4 had marked recession of the origins of gluteus medius and tensor fascia lata and 3 had a minor degree of recession. There was no functional disability.
Where bone had been removed by wedge resection and the anterior superior iliac spine left, all 4 cases had disabilities due to this prominence.
In 12 cases where bone had been removed in parallel cuts, 7 were featureless. There was 1 small hernia and 4 in which the tubercle of the ilium had been left as a prominence.
In the tibial cases it was found that the incision was the main factor producing complications. These complications were either neural or venous. The neural complications were due to section of the radicals of the saphenous nerve resulting in an area of reduced sensation, poor-healing skin and a burning feeling lateral to the scar, or were due to involvement of the saphenous nerve, itself, in scar tissue.
The venous complications were swelling after'
exercise. This was due to section or subsequent fibrosis involving the long saphenous vein or perforator veins. Of the 28 cases in this group, 17-that is 61 %-had neural or venous disability or a combination of both.
It was suggested that the incision should lie over the tibialis anterior muscle, that is, in the interneural area, half an inch lateral to the anterior border of the tibia. Deep fascia can be incised in the same line and dissected up in continuity of the periosteum over the subcutaneous surface of the tibia.
There were no disabilities resulting from the method of bone removal apart from 1 in which the tibia fractured at its lower third.
